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Background:  Users  who  access  needle  exchanges  are  sometimes  recruited  to  act  as secondary  distrib-
utors in  an  effort  to reach  a broader  range  of individuals  who  inject  drugs.  Although  evaluations  have
demonstrated  the efﬁciency  of such  approaches,  more  recent  research  has begun  to uncover  particular
challenges  associated  with  assuming  these  intermediary  roles.
Methods:  This article  provides  insights  drawn  from  four  focus-group  sessions  with  17  volunteers,  termed
natural  helpers,  who  have  between  1 and  14 years  experience  acting  as  secondary  distributors  for an
Atlantic  Canadian  needle  exchange.
Results:  From  the perspective  of the natural  helpers  involved  in  this  research,  medical  professionals
consider  those  who  inject  drugs  to  be undeserving  of  the  care  accorded  to  more  “responsible”  patients.
As  a consequence  of  such  disenfranchisement,  natural  helpers  ﬁnd  themselves  drawn  into  many  forms
of  informal  “doctoring”  that  extend  far  beyond  their  ofﬁcial  roles  as secondary  distribution  agents.  In
addition  to providing  syringes,  training  new  users  in  safe injection  procedures  and  promoting  the  use of
sterile  equipment,  natural  helpers  try  to dissuade  people  from  starting  to inject,  act  as ﬁrst  responders
for  overdoses,  test  drug  potency,  administer  ﬁrst aid,  share  prescription  drugs  such  as  antibiotics,  offer
temporary  housing,  counsel  on emotional/psychological  issues,  and  support  those  who  are  striving  to
reduce  their  drug  consumption.
Conclusion:  The  practices  that  have  arisen  in  response  to the  distancing  from  professional  health  care
experienced  by those  who  inject  drugs  pose  serious  dilemmas  and  risks  for not only  users  and  natural
helpers  but  also  the general  public.
© 2015  The  Author.  Published  by  Elsevier  B.V.  This  is an  open  access  article  under  the  CC  BY-NC-NDackground
Despite the Canadian Health Act’s assurance of universality,
oncerns pertaining to accessibly are not uncommon (Wilson &
osenberg, 2004). As might be expected, marginalized populations
ave been particularly affected by declining government expend-
tures on health care and physician shortages (Asanin & Wilson,
008; Crooks, Agarwal, & Harrison, 2012; Khandor et al., 2011;
alepu et al., 2013). Furthermore, well publicized linkages between
hat are presented as “life-style choices” and illness position those
ho do not make “correct” choices as irresponsible citizens. As Rose
2007) points out, both medical and public discourses increasingly
onnect “worthiness of care” with personal body management.
The concept of bio-citizenship, as described by Rose (2007), pro-
ides a useful framework within which to begin to think about
he experiences of those who inject drugs illegally. In contrast
o earlier liberal positions that directed at least some attention
∗ Tel.: +1 9025631254; fax: +1 9025631913.
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ttp://dx.doi.org/10.1016/j.drugpo.2014.12.010
955-3959/© 2015 The Author. Published by Elsevier B.V. This is an open access article unlicense  (http://creativecommons.org/licenses/by-nc-nd/4.0/).
toward the structural determinants of drug use, neoliberal forms
of governance increasingly shift culpability predominantly, if not
completely, onto the shoulders of individuals (Fraser, 2004; Greco,
2009; Hudson, 2003; Tammi  & Hurme, 2007). As Brown and Baker
describe, “responsible patients are exhorted to ensure their bodies
are managed appropriately in order to merit medical interven-
tion” (2012, p. 2). Those who do not embrace and conform to such
demands are likely to ﬁnd themselves greeted with stigma, or more
serious forms of othering, that place them outside the parameters
of services or even common custodies accorded to those who  have
proven their legitimate citizenship through adherence (Krumer-
Nevo & Sidi, 2012).
While self-directed drug use is clearly an affront to bio-
citizenship, its linkage with blood-borne pathogens is even more
damning. Deacon (2006, p. 421) provides an apt description of the
processes of social construction that render identiﬁable groups as
undeserving of health care, “Illness is constructed as preventable
or controllable; ‘immoral’ behaviours causing the illness are iden-
tiﬁed; these behaviours are associated with ‘carriers’ of the illness
in other groups, drawing on existing social constructions of the
‘other’; certain people are thus blamed for their own  infection; and
der the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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tatus loss is projected onto the ‘other’.” There is now a wealth of
iterature positioning those who inject drugs as such “carriers” par-
icularly with respect to blood borne pathogens (Chan, 2009, p. 183;
an Boekel, Brouwers, Van Weeghel, Garretsen, 2013, p. 23).
It has been within this positioning as carriers of disease that
njection drug use has become increasing constructed in the public
ye over the past decade. As Roe (2005) points out, the AIDS scare
rompted “health authorities in North America. . . to work around
he laws, and, through activists or members of the affected com-
unities, to prevent HIV/AIDS moving from intravenous drug users
nd sex workers to the general population” (p. 244).
The primary obstacles to such efforts have arisen out of ten-
ions between harm-reduction forms of health promotion and the
tigmatization and criminalization that surround injection drug
se in many parts of the world. As Jurgens (2008) points out in
he widely circulated and inﬂuential Canadian publication entitled
Nothing About Us, Without Us”, “the limitations of the traditional
provider-client model”, in which service providers strive to meet
he needs of people who use drugs, are increasingly recognized” (p.
ii). The push back experienced as health-care workers sought to
mplement harm-reduction practices from a top-down approach,
ed to the formation of users-based interventions across Canada
nd the globe (Jurgens, 2008, p. 15).
As a consequence of both the hidden nature of illegal drug use
nd resistance to interventions controlled by “outside ofﬁcials”,
ediators termed natural/peer helpers, became an important com-
onent of most successful strategies aimed at injection drug using
ommunities. Such individuals often act in the dual capacities of
econdary distribution agents and advocates. As distribution agents
hey broaden the reach of needle exchanges by providing equip-
ent and information to other users who are unlikely to personally
isit ofﬁcial sites because of lack of transportation or more com-
only fear of being seen (Des Jarlais, 2008, p. 608; Dickson-Gomez,
010, p. 155; Needle et al., 2005). As advocates, they bring the
eality of the lives of marginalized populations into strategic dis-
ussions of governmental-based health-service efforts.
While considerable evaluation research has demonstrated the
fﬁcacy of such peer-based initiatives in promoting effective
ealth-practices among those who inject drugs, more grounded
nductive approaches are beginning to shed light on the precarious
nd sometimes personally threatening nature of the work carried
ut by such helpers (Coupland & Maher, 2005; Fraser, 2004, p. 216;
mall, 2012; Snead et al., 2003). This article illustrates the multi-
le and pervasive difﬁculties that can arise for peer/natural helpers
hen broader forms of health-services are restricted by what has
een described above as a discourse of bio-citizenship.
ntroduction
This article describes the very difﬁcult dilemmas in which
eer/natural helpers may  ﬁnd themselves entangled when they
ttempt to implement harm reduction practices within a context of
roader medical disenfranchisement. In the perceived absence of
ccess to approachable medical professionals, peer/natural helpers
ay  develop practices of caring that extend far beyond their ofﬁ-
ially sanctioned roles as secondary distributors of sterile syringes
nd educational materials. As the title suggests, the informal health
are practices of some such natural helpers engaged in this research
re so extensive they have come to be referred to among those
ho inject as “doc”. Contrary to “doc” referring to a hit-doctor
s is often the case among those who inject, in the context of
estricted access to primary health care as described in this article,
doc” can come to mean much more. In addition to distribut-
ng syringes, training new users in safe injection procedures and
nforcing the use of sterile equipment, they try to dissuade people
rom starting to inject, act as ﬁrst responders for overdoses, testf Drug Policy 26 (2015) 492–500 493
drug potency, administer ﬁrst aid, provide/share both prescription
and non-prescription drugs, offer temporary housing, counsel on
emotional/psychological issues, and support those who  are striv-
ing to reduce their drug intake. Many of such practices in which
natural helpers engage involve stressful moral dilemmas arising
from balancing the prospects of serious health problems or even
death against anticipated backlash from users themselves, medical
staff, and/or the broader community if they intervene in the many
serious situations in which those who inject drugs ﬁnd themselves.
Methodology
The focus group sessions on which this article is based are part
of a larger research initiative that began in Cape Breton, Nova
Scotia, Canada, in 2011. The initiative focuses on facilitating bi-
directional information ﬂows between individuals who inject drugs
and primary health-care providers, with the ultimate objective
of improving health-care access. The project is co-led by princi-
pal investigators from the Cape Breton District Health Authority
(CBDHA) Mental Health and Addictions Services, the AIDS Coalition
of Cape Breton which houses the Sharp Advice Needle Exchange
(SANE), and Cape Breton University (CBU). It draws additional input
and expertise from a larger advisory committee that includes rep-
resentatives from Public Health, the Opioid Recovery Program, and
the injection drug using community. All aspects of the project have
been reviewed by ethics boards at both the CBDHA and CBU.
The Sharp Advice Needle Exchange (SANE) was established 1996
to fulﬁll the explicit mandate of disturbing sterile syringes to those
who inject drugs on Cape Breton Island. Because of its geographi-
cally diffuse service area, SANE was  one of the ﬁrst Canadian sites
to develop a natural-helper network. Through the assistance of its
65 person natural-helper network SANE distributed 445,000 nee-
dles in 2013, which equates on a per capita basis to approximately 3
needles per resident of the island. Under the auspices of the current
research initiative, both the general population of those who inject
drugs and natural helpers have engaged in discussing challenges
that, as you will come to see in this article, extend far beyond the
mere provision of syringes.
The themes and quotations presented are based on four focus-
group sessions with SANE natural helpers. The ﬁrst three sessions
were undertaken in July, September, and November of 2011. Over
the next two years, the author became increasingly familiar with
the work of these volunteers by attending eight additional informal
natural helper meetings/workshops. A fourth focus-group session
was held in October of 2013 to review natural helpers’ experiences
over the ﬁrst two years of the project and chart directions for the
future.
The Executive Director or the AIDS Coalition selected and
extended a formal invitation to the natural helpers involved in all
focus groups. The initial 12 natural helpers who participated in
the ﬁrst three focus group sessions were chosen because of their
lengthy tenure and particularly active engagement with the nee-
dle exchange. They had been volunteers with SANE for between
5 and 14 years. As a consequence of issues such as illness, death,
relocation, conﬂict, and/or incarceration; only 3 of these original
natural helpers participated in the 2013 focus-group session. How-
ever, an additional 5 natural helpers who had been participating
in the interim workshops and meetings also joined these discuss-
ions. The new participants had been natural helpers from 1 to 12
years. Once the article was complete and ready for submission, both
focus-group participants and a broader range of natural helpers, 25
in total, were invited to comment on the author’s reporting of their
activities and the theoretical positioning.
A number of steps were taken to increase comfort levels
and decrease power dynamics that often arise when marginal-
ized groups, such as those who  inject drugs, become involved
4 rnal o
i
s
t
P
o
t
n
c
f
i
h
d
t
c
o
t
t
p
t
o
o
u
r
p
f
g
i
n
f
q
f
t
A
d
l
b
c
v
s
t
t
c
r
t
b
a
t
e
w
f
t
i
(
t
l
p
R
t
h
i
c94 M.K. Dechman / International Jou
n research. First and foremost, the focus-group format was cho-
en to increase the conjoint power of natural helpers by having
hem gather as a group rather than be questioned individually.
articipants were informed, in writing or in person depending
n literacy levels, about the questions that would be asked prior
o attending each session. Focus-group sessions were held at the
eedle-exchange site which is known to be a safe space. Informed
onsent was acquired anonymously. The Principal Investigator
rom the AIDS Coalition who  is well known and trusted by all partic-
pants facilitated all focus-groups. Each participant received a $25
onorarium to compensate for time and travel.
Although speciﬁc questions were posed to guide the general
irection of each session, participants were encouraged to express
hemselves freely. Consequently, the themes discussed in this arti-
le have arisen from participant as well as facilitator-initiated lines
f discussion. In general, the four sessions were designed to address
he following objectives: (1) to provide participants with an oppor-
unity to become comfortable with each other and the research
rocess, express their most pressing concerns, and describe what
heir work as natural helpers entailed, (2) to give voice to their and
ther users’ experiences with the health-care system, (3) to elab-
rate more fully on the challenges associated with injection drug
se and peer support, (4) to provide a forum to review the expe-
iences and challenges of natural helpers over the duration of the
roject and identify pressing issues for future work. Each quote is
ollowed by three identiﬁers: ﬁrst a number indicating the focus
roup session from which it was drawn, second an M or F indicat-
ng whether the speaker was male or female, and third a participant
umber. Hence, the code 1 F 12 would mean the quote was  from
emale participant number 12 during the ﬁrst focus group. If the
uote was taken from the review session rather than one of the
ocus groups the focus group number will be replaced by an R.
Once complete, the audio recordings from the focus groups were
ranscribed verbatim and thematically analyzed using ATLAS.ti.
s Muhr (1991, p. 350) has pointed out, ATLAS.ti is speciﬁcally
esigned to facilitate movement from concrete to more abstract
ayers of conceptualization. Its organizational and graphical capa-
ilities vastly enhance the efﬁciency with which the researcher
an shape, reshape, and stand back to view the data from varied
antage points. Boyatiz (1998, p. vii) describes thematic analy-
is as involving the encoding of qualitative information through
he assignment of manifest and/or latent categorizations. Whereas
he purpose of manifest coding is primarily data reduction, latent
oding draws on the theoretical and experiential expertise of the
esearcher(s) to identify and articulate phenomena that underlie
he observed results. The thematic analyses presented in this article
oth informed and were selected to reﬂective the latent conditions
rticulated in the preceding contextual discussion. Furthermore,
he thematic directions have been informed by a practice-based ori-
ntation. A practice is understood as “a routinized type of behaviour
hich consists of several elements, interconnected to one another:
orms of bodily activities, forms of mental activities, ‘things’ and
heir use, a background knowledge in the form of understand-
ng, know-how, states of emotion and motivational knowledge”
Reckwitz, 2002, p. 249). The aim of this practice-based approach is
o identify the frictions that arise at the community level when the
ife worlds of marginalized users collide with macro-level discourse
ertaining to bio-citizenship.
esults
The results are presented in three sections. The ﬁrst section sets
he context for the work of these natural helpers’ by illustrating
ow stigmatizing and humiliating experiences have led those who
nject drugs within the study context to avoid contact with health-
are professionals. The second section describes the components off Drug Policy 26 (2015) 492–500
and challenges associated with aspects of the natural helpers’ roles
that fall under their ofﬁcial mandate aimed at reducing the trans-
mission of blood-borne pathogens. As you will come to see, the
primary pushback natural helpers experience in facilitating safe
injection practices arise from users’ resistance to dominant con-
ceptions of bio-responsibility and community beliefs that harm
reduction encourages usage. The more severe strains and moral
dilemmas associated with performing informal caring roles in a
context of medical disenfranchisement come to light in section
three. While the governmentally sanctioned and supported harm
reduction measures performed by SANE focus on the transmission
of blood-borne pathogens, those who inject face many other and
often more imminent treats to their health or life. Because natural
helpers may  be the only connection many users have to any form
of medical advice, they not uncommonly ﬁnd themselves caught
between the very limited form of harm reduction their ofﬁcial role
ascribes, and the very real, life threatening harms associated with
infection, addiction, overdose, and marginality.
Othering and disenfranchisement from health care
To ensure we began our work from the perspective of the nat-
ural helpers, the ﬁrst question posed during our ﬁrst focus group
was, “What would you like to tell people about what it is like to be
someone who injects drugs?” The conversation that followed left
no doubt about the magnitude of othering experienced by natural
helpers and their peers.
Today’s society, it’s just too judgmental, ya see. (1 M 1)
Being an addict doesn’t make you a bad person. (1 F 2)
Drug users are just like anyone else. (1 F 3)
During our second session, participants were encouraged to
focus more speciﬁcally on encounters with health-care profession-
als. The facilitator began with the following description, “Now I
want you to think about experiences that you or other people have
had when you went to see a doctor, a nurse, or to emergency, what-
ever. I want you to think of good and bad experiences okay. If you’ve
had a good one, talk about it, or if you have a bad one, talk about
it.”
The discussions that followed carried a distinct tone of dis-
enfranchisement based on what Rose (2007) has described as
parameters of bio-citizenship. The group consensus was that once
one’s injection drug use was  revealed, one could expect to be
treated as a “legitimate” patient by approximately one in ten
health-care practitioners. The actions of the “other” nine were
described as subtly or blatantly embodying disenfranchisement.
Furthermore, the stigma associated with injecting was  exacer-
bated by its known connection to the transmission of blood-borne
pathogens.
As soon as you tell them that [you inject], their [doctors] whole
attitude changes. (2 M 4)
You’re dirt. They look at ya like you’re dirt on the ground.
(2 M 5)
Needle users are treated the worse. You can snort it, swallow it
or smoke it; but if you put a needle in your arm, you’re no good.
(2 M 6)
The hospital treats you like you’re bad news. “Junkie” in the
hospital. (2 F 3)
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Like I swear to God they think that I got a disease that they could
catch through the air.
Like, they mask themselves up and everything. They make me
feel right dirty, ya know what I mean?.  . . And I get embarrassed
because there’re people around looking, thinking why  is that
person suited up like that, ya know. I know that it’s for their
protection and that’s alright, but they don’t need to go to that
extreme. (2 F 3)
And it don’t matter what’s wrong with ya. Ya could have a head
cold, anything, you’re no good. (2 M 7)
Picture going into the hospital very sick, but as soon as they
open the computer [and see your medical records] they leave
you there. (2 M 8)
Yah, lay home and die. (2 M 1)
Don’t stop treating us because we are addicted. All we want is
to be treated like everyone else. (2 F 9)
Just ‘cause you’re a drug addict, doesn’t mean you’re not human.
(2 F 2)
Because of the pervasiveness of negative encounters with
ealth-care professionals, the facilitator repeatedly prompted
articipants to describe any positive experiences. The sincere
ppreciation expressed when users felt they had been treated like
normal” people, provides additional evidence of the magnitude of
he othering they have come to anticipate.
I actually had a good experience with a paramedic, if you want
to hear that. . . He was so awesome. I swear to God; I wish I
knew his name because I would send him a letter or something.
He actually did his job. He didn’t care that I was  a drug addict,
or that I had a disease or anything else you know. All he was
worried about was getting me  to that hospital and making sure
I was ok, you know what I mean? (2 F 10)
They [workers at a drug-rehabilitation program] treated us like
we were just normal people, which we were. It was just, like I
say, it was a life-changing experience. . . They treated you like a
person, not like a fuckin’ pet. (2 M 8)
In context of this research, as reported by researchers in other
reas (Deacon, 2006, p. 421; Drumm,  McBride, Metsch, Neufeld,
 Sawatsky, 2005, pp. 618–619), the anticipation of stigma leads
hose who inject to avoid seeking medical attention. One of the
atural helpers involved in this project indicated nothing short of
mminent death would force most users to seek help.
I won’t go to a doctor, I’ll let it heal itself, because if I go up there,
they’re just gonna judge me.  Yeah, you’ll be ostracised. (2 M 8)
I patched my  eye myself and luckily I can still see through it.
(2 M 6)
I have a problem today with opiates, but if I go to detox today,
they’ll red ﬂag me  and six months later, if I need something, I
won’t get it because they red ﬂagged me.  (2 M 8)I work construction, there’s a very good chance that some point
and time in the future, the odds are that I’m gonna get hurt right,
it’s just the nature of the beast with the type of work I do and
then I have to lay in a hospital bed suffering in pain becausef Drug Policy 26 (2015) 492–500 495
I went to a detox a year earlier trying to come off of opiates.
(2 M 8)
The remaining two  sections describe the practices of infor-
mal  care that have developed within this context of othering and
exclusion. Those who undertake such roles often ﬁnd themselves
caught between contradictory mainstream and marginalized pos-
itions associated with the illegal nature of drug use and violation
of bio-citizenship related expectations.
Ofﬁcially sanctioned natural helper practices
Discussions of the types of activities being carried out by natural
helpers began during the ﬁrst focus-group session with the direct
question, “As a natural helper for the needle exchange, what do you
do?” In keeping with their formal mandate as needle-distribution
agents, natural helpers began by describing how they strive to
embed harm reduction practices within the social ﬁeld of self-
directed drug administration. Although the provision of material
resources such as syringes and cookers is obviously a necessary con-
dition, the uptake of harm reduction practice ultimately depends
on the persuasive power of natural helpers themselves (Latkin et al.,
2013; Li, Borgatti, Clair, & Dickson-Gomez, 2012; Weeks et al., 2006,
p. 9). As Latkin and Knowlton (2005, p. 106) point out, the more
central and inﬂuential the position held by agents of change, the
greater their impacts are likely to be. The authoritative, declara-
tive tone adopted by the natural helpers engaged in this project is
indicative of their respected positions among their peers.
You can get a clean rig from me  anytime, day or night, it doesn’t
matter what time.” “If this place [needle exchange] is closed,
I can tell them where to get some if I don’t have any either.
(1 M 5)
When I am around, a rig is used once and destroyed. No double
dipping. That rig does not go into the cup after it’s been used. If
it happens, the cup is gone and so is the person. (1 M 5)
This does not go on and never did when I was around. I don’t
care who  it is. I have been injecting since 95 and I still don’t
have HepC and this is why. Rule is “when in doubt, throw it out.
(1 M 6)
For the most part, few moral dilemmas arise with respect to
the ofﬁcial distribution part of the natural helper role unless there
is a shortage in the supply. However, similar to other marginal-
ized populations (Snead et al., 2003, p. 339), the participants in this
project emphasize an ethic of sharing. As indicated by the phrase
“I’m sorry” in the following quote, harm reduction practices may
conﬂict with this more basic ethic of sharing.
I don’t share nothing. I’m sorry, but I use everything clean.
(2 F 9)
Natural helpers considered educating new users to be a partic-
ularly important part of their harm reduction role. In keeping with
other research (Harocopos, Goldsamt, Kobrak, Jost, & Clatts, 2009;
Treloar & Abelson, 2005), the natural helpers in this study indicated
that the hidden nature of injecting left them responsible for “how
to” training.First-time users wouldn’t know. You learn all that stuff as time
goes by. There’s not enough education, which brings it back to
the old guys. (3 M 1)
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I talk to the younger ones; I talk to them all. I talk to people
about safer ways to use. (1 M 5)
Contrary to public discourse positioning those who inject as
esponsible for recruiting users, our focus group discussions sug-
est natural helpers strive to do exactly the opposite. Rather than
oercing new users into injecting, natural/peer helpers attempt to
issuade others from taking that ﬁrst ﬁx. Such efforts also have been
eported by other researchers (Fraser, 2004, p. 213; Friedman et al.,
004). It is important to add, however, as stressed by one of the par-
icipants in attendance for the review of this paper that despite the
fforts of natural helpers, “there is always someone around who
ill give anybody what they want if they buy them some at the
ame time” (R M 11)
We  try to discourage people from using in the ﬁrst place.
(1 M 1)
I try to steer as many people away from using as I can. (1 M 5)
I talk about injection drug use, especially to my  little sister and
my brother and they tell their friends. I hope they don’t use. (1
F 12)
If I could talk one person out of doing it, that would be satisfying.
(1 F 9)
We gotta get the youth right. . . That’s why I’m glad you guys are
doing this, having these groups because I’m scared to death for
my  children. (4 F 9)
If you said to me  how would you like to go and speak to a group
of students about the real deal,. . . I would get up in a group and
say yes, I did, or I am and I wouldn’t be proud of it.” (4 M 1)
Unfortunately, general public discourse equating training in safe
njection practices with encouraging usage creates internal dilem-
as  and external threats for those who undertake such activities.
hile policing is known to impact injecting practices (Mimiaga
t al., 2010; Rhodes, Bourgois, Friedman, & Strathdee, 2005, p.
034), the natural helpers involved in this research process indi-
ated they were exposed to as much, if not more, threat from
eighbours and child protection workers. In stark contrast to the
bove discussion of efforts taken to dissuade new users, one natural
elper said those in the broader community considered him to be
harles Manson (3 M 5).
The police watch me  all the time. If I was to shake hands with
you out on the street, they would pick you up and search you.
(3 M 13)
I used to help, but now I can’t have syringes in my  house because
Children’s Aid will take my  kids. (1 F 9)
Children’s Aid just took mine. I had seven boxes of sealed dirties
in my  house. I didn’t use seven boxes. That is other people’s dirty
stuff too. (1 F 3)
People are always watching you. They report you to Children’s
AID. (R F 14)
My  neighbour came after me  with a pipe. (4 M 1)Moreover, resistance to harm reduction comes from inside as
ell as outside the community of injection drug use. Even if nat-
ral helpers are successful in reaching people when they begin tof Drug Policy 26 (2015) 492–500
use, commitment to safe-injection practices may  wane as the phys-
iological and psychological desperation associated with addiction
takes precedence over all else (Fraser, 2004, p. 208). Hence, natural
helpers ﬁnd themselves compelled to step in when people do not
protect themselves.
The high is more important than the risk. Yes, yes, they are
aware. I was  aware, we all were. The risk comes after the high.
(3 M 11)
People aren’t doing enough to prevent illnesses. They get high
and they forget to watch what they’re doing. They get too high,
go on the nod, don’t even bother watching what they’re doing
you know. Being under the inﬂuence and so does the craving
and jonesing add to people not being careful. (3 M 13)
One aspect of the work of natural helpers that most stri-
kingly contradicts public discourses of injection drug users as
irresponsible citizens is the high rate of safe needle disposal. The
return rate for the needle exchange with which these natural
helpers are connected is approximately 95 percent, and it is natu-
ral helpers who again play a key role in developing and reinforcing
return practices.
I put the younger ones on probation. They have to bring them
back, or I threaten not to give them more. With all those that get
syringes off of me  I tell them, if you can carry them out of here,
you can carry them back. (1 M 5)
I talked to two  girls last night and I ﬂew into them. I went with
them. I took them down and they said they buried 20 rigs under
a tree right where the kids are always playing. I took them right
out the door, said, “Where did you put them”, and got bottles
and all that. I asked them, “Where are your heads at?” These
were like in their 20s early 30s. Like you know, kids are there
every day, like preschoolers every day. Why  would you do that?
(3 M 15)
Unofﬁcial natural helper practices
While natural helpers descriptions of their activities began with
their ofﬁcial role as secondary distribution agents for the needle
exchange, as they became more comfortable they opened up about
a multitude of additional activities. It became increasingly clear
that in the absence of perceived legitimate access to public health
care, natural helpers often found themselves essentially acting as
informal health-care providers. The individual who  indicated he
was depicted as Charles Manson, was one of those referred to as
doc by users themselves.
They call him doc (3 M 15)
Yah, we  have a couple of doctors here. (3 M 5)
I am responsible for a whole lot of people tracking through there
[the natural helper’s home] every day. (3 M 1)
I feel I get respect. I am trusted. They say they respect me  for
what I do, what I have to say, what I’ve been through and am
still going through, and yet I go out of my  way to help them. (3
M 5)I might be their only option. (3 M 5)
Given that natural helpers are identiﬁed within their commu-
nities as authorities on safe injection, it is not surprising that one
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f the ﬁrst ways in which they become drawn into more expan-
ive roles is through requests for assistance with injecting. Such
eeds for assistance and the risks and reservations associated with
ts provision have been identiﬁed by researchers in others areas as
ell (Fraser, 2004, p. 216; Small, 2012; Snead et al., 2003, p. 337).
A lot of people can’t inject themselves so I’ll inject them. I
don’t want to, but I want them to be safe. I have steady hands.
When all the veins are gone, I do the neck injections. They can’t
do that themselves. I know exactly where to go that is safe.
They try to do it themselves and they really hurt themselves.
(1 M 5)
One cannot enter the world of injection drug use without
ntering the world of overdose related morbidity and mortality
Degenhardt et al., 2011). It is important to note that there is no
ommunity-based form of naloxone distribution in the area in
hich this research was conducted. One natural helper captured
he essence of injecting in the context of this research site by
escribing it as “Russian roulette”. While the threat of blood-borne
athogens may  be foremost in the minds of the public and med-
cal professionals, the imminent threat of death from overdosing
ominates discourse among natural helpers.
During the third focus-group session for this project, the facilita-
or introduced the discussion of overdosing as follows: “There have
een a number of overdoses in the area in the past few years, as we
ll know. Would you not agree with that statement?” “Big time;
es, lots.” (3 M 10) “What do you know about the circumstances
hat may  have led up to people overdosing?”
Well, I walk into places and if it’s a new comer coming in, and
when they went down, everybody who was there either ran or
holler, “Don’t call the cops”. (3 M 1)
I’ve had too many experiences with it. What happens is people
panic. The ﬁrst thing is I don’t want to get in trouble and the
next thing is they head for the door. (3 M 13)
About the overdose, this is really cruel what somebody had
done. One of my  friends, her boyfriend had overdosed, pills, and
it was a party scene or whatever and you know what they did?
They called her on the phone and let her listen to him overdosing
on the telephone. She hung up and called an ambulance. Yeah
and they all left him there to die. Nobody called an ambulance;
they called his girlfriend so she could hear him die on the phone
so she would call the ambulance. That’s so sick. (3 M 9)
A lot of addicts have criminal records or warrants out for their
arrest so they really get scared when they think of the idea of
the cops showing up. (3 M 2)
Once again, natural helpers are the ones who typically step in to
eal with overdoses. While they, like other users, do everything
ossible to avoid exposure to health practitioners and possibly
olice, they will usually make the call to emergency services despite
he probable repercussions not only from health professional and
olice but also from users themselves. One natural helper summed
p the situation by saying, “We  don’t make the call until you are
ead; otherwise, you are just high.” (3 M 13)
It takes somebody who knows what they’re doing, been there,
done that, and I hate it. But I’ve been there, done that, too many
times. I’ve brought people back and I have lost people and you
never know when it’s going to happen unless you’re experi-
enced. (3 M 5)f Drug Policy 26 (2015) 492–500 497
I’ve had three people die in my  home and I brought them back.
I know of a few that died and I wasn’t there, but I did a little
investigative reporting and found out that the people they were
with didn’t give a rat’s ass about their health. They only cared
about what they had with them and on them; and when that was
gone, one person on the ﬂoor dead and they’re gone. They didn’t
give a rat’s ass about them, not caring, not in all cases, but. (3 M 5)
Yeah. I seen a girl that, the fellow came upstairs because he
knows that I know CPR and all that stuff and the girl was sitting
there and she was  actually, basically peeing in her pants. She
couldn’t track the light, couldn’t track my  ﬁnger or whatever
and I told him she’s overdosing. I said, you gotta get her in an
ambulance. He said I can’t because the cops will come. He would
have let her die rather than the cops be called and that just
disgusted me  to pieces. (3 M 5)
Myself, whenever anybody came to my  house to use I tell them,
“Listen, you don’t have to worry about me  taking off out that
door ‘cause I don’t give a shit.” I’ll go to jail if it means that I saved
someone’s life. I’ll call an ambulance and I’ll sit and wait for them
to come, you know what I mean? I’m not someone that would
take off. Point of interest, my  theory was that no man  or woman
is ever left behind at my  place. Knock on wood, thanks be to God
or if guardian angels do exist, but no one is left behind. (3 M 15)
If anybody drops, I wouldn’t leave them there. I don’t have the
heart to do it and I think people know that. (3 F 9)
I seen somebody overdosing and they said don’t call the ambu-
lance, I’ve been waiting 20 years for this rush. They’re just
vibrating and I’m waiting for them to drop on the ﬂoor and
they’re saying don’t call the ambulance because I’ve been wait-
ing for this. (3 M 13)
People get mad  that you ruined their buzz. (3 M 13)
But if you do end up with someone that ends up over dosing and
you have to call 911 always tell the operator that they stopped
breathing, because they will put it at the top of the list. It’s almost
as if they don’t rush or care if you say someone is over dosing.
(3 F 9)
Certain people’s home, if I go to uppity and I go to the bathroom
and you call they are there right away. But my  place they will
have been dead for 5 minutes while they are putting their gloves
on and checking track marks. They think we are dirt. (3 M 5)
We had an ambulance driver come in. I had some blood and
another friend had blood. But my  buddy is dead on the ﬂoor. I
called because I heard the death gurgle. . . . It comes down to
who  we  are and what they think about us. (3 M 5)
Once again, natural helpers ﬁnd themselves caught in the push
and pull of competing courses of action, all of which have nega-
tive consequences. If natural helpers are not there or do not make
the call for emergency services in time they suffer trauma and
guilt when someone dies, on the other hand, intervening may  in
all probability be a thankless job.
Every time there are people who  get mad  at you or get up and
run. I don’t care if they are mad  at me, if they are alive. (3 M 5)
I lost a lot of good friends, and I think about it every night, if I had
of been there, because if I’ve been at one, I’ve been at a hundred
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that ODed, and while I was there, there was not one who  died.
(3 M 1)
How was I supposed to know? He wouldn’t have let me  call an
ambulance and I just thought he was just really, really high. (3
F 9)
Witnessing the prevalence and severity and no-win situations
ssociated with overdosing leads many natural helpers into testing
rugs and monitoring intake. They step in when users disregard
heir tolerances, either because of lack of knowledge, desperation
or the ﬁx, or chasing the rush.
A lot of it is disrespecting the dope. The dope changes. I did a hit
the other night, a point two and I could see triple, whereas for a
whole month I was doing a gram at a time. So they don’t respect
their dope, they don’t watch the comeback on the dope. (3 M 5)
The young people today just don’t know. They don’t realize what
their tolerances are and they overdo it. Then what happens is
they’re not being responsible for themselves let alone anyone
else. (3 M 1)
They don’t know what they’re doing. People are ﬁlling other
people’s rigs now, giving hits that somebody isn’t used to. Just
because I can do a 40 doesn’t mean that they can. These young
people don’t realize that. (3 M 5)
People go to jail and they get out and think they can do the same
hit you did 2 months ago. (3 M 13)
I’m the tester. I’m careful, (3 M 5)
You got to know your comeback on your dope. You got to know
what you’re doing and if you don’t, you’re going to die. If you’re
going to try and teach somebody else and you don’t know your-
self, you’re both dying. (3 M 5)
They say mix  mine up because they know I can mix  exactly what
I know they need. . . if they can get ﬁve out of it, why  would you
want to do it in one and die? (3 M 5)
So I put a 20 back in the spoon for him, drew back 60, I put half
of it into him and he was saying pound’er in, pound’er in and I
watched and watched for a minute and I just looked at him and
said you don’t need it and I pulled it out. If I hadn’t of pulled it
out, he was dead on the ﬂoor. (3 M 5)
Some people bring their friends to me.  It was actually his wife.
Look after her. This is the only place she can go where I know
it’s safe. (3 M 5)
As a consequence of the general reluctance to seek medical
reatment, natural helpers also treat wounds and abscesses and
hare whatever medications that have or can acquire. Users plead
or any drugs natural helpers might be able to access. One natural
elper talked about asking his physician to dispense his pain medi-
ation on a daily basis because otherwise he would give it away and
e left in severe pain himself. The saving and sharing of antibiotics,
lthough known to be problematic, is practiced in an effort to help
hose who refuse to seek medical attention.I help everybody, ok, I do. I love to help people. Here’s an exam-
ple, I’m prescribed nerve pills and if I know someone’s nerves
are shot, I will give them some. Ya know what I mean? That’sf Drug Policy 26 (2015) 492–500
the way I help them, right. I don’t give them enough to get
stoned mind you, I just give them enough to help their nerves.
(2 F 9)
I got meds and bandages at the house and stuff like that and I
medicate us. We  works on our own selves. (2 M 5)
If someone came into the house and they had one [abscess] that
was bothering them really bad, I say to them you have to go to
the hospital. Well I don’t want to go to the hospital. So I say,
Ok, I’ll do it. Because they were going to lose their arm, they
wouldn’t go to the hospital. (2 M 1)
I help other people with antibiotics and stuff for abscesses that
were afraid of going to the hospital because of fear of not being
treated the same as everybody else. (2 F 9)
I know damn well that there’s antibiotics passed around all the
time. You gotta watch certain kinds cause you can get different
antibiotics for different infections in your body. (2 M 11)
You’re supposed to ﬁnish your antibiotics. Yes you are, you’re
supposed to ﬁnish them I know but. And, yeah, we are supposed
to ﬁnish our antibiotics but I don’t think I ever ﬁnished a bottle in
my life. . . We just put them to the side and whenever anybody
needed one. (2 M 11)
Natural helpers also support people by acting as counsellors,
listening to people’s troubles, and supporting them when they wish
to reduce or end their drug usage. One natural helper described
how he had twelve people coming to him as a counsellor to ask for
advice about their troubles. Another talked about having someone
who was  trying to quit live with him for a period of time. He told
the person he would see what it was  like to be a long-term addict
and he could then decide if that was really the life he wanted. Again
contrary to the public perception that those who inject encourage
others to use, many of those with long histories of drug use tell
others, “you don’t want to end up like me”  (4 M 5)
We  try to give support to people who  are trying to quit or offer
support to people who  aren’t ready yet. (1 M 13)
My partner and I, although we  are using now, we  always try to
help or take care of people that are trying to quit. We  share our
experiences with those that are just starting out hoping they
will stop before they become like, like me,  a 50 year old junkie
who has been using for 35 years. (1 M 1)
Despite the authoritative tone sometimes adopted, what sets
natural helpers apart from outsiders who attempt to intervene with
injection drug use is that they almost never give up on people. Their
lived experiences allow them to empathize with the desperation of
addiction.
It comes down to the way  I look at life; I read my own  book; I
make my  own judgements; there’s nobody better than anybody
else; and if I can help a person I’ll help them. . .If they fail, I’m
not gonna stop trying, ya know what I mean. (3 M 5)
When I asked natural helpers what I had missed after describing
the ﬁrst draft of this paper, they talked about doing whatever they
could to help their friends. For example, they let people who were
homeless come to their homes for food, a shower, a night’s sleep.
Whatever users lacked in terms of family or public supports, natural
helpers tried to ﬁll the gaps.
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iscussion
This article illustrates the dilemmas and personal strains that
an arise for peer/natural helpers when they strive to carry out
arm reduction within a neoliberal context where their own  and
ther users’ rights to citizenship are left open to question through
ot only justice but also heath care related discourse. The increasing
mphasis on self-care associated with linkages between what are
ositioned as “life style choices” and disease has brought in its wake
 moral condemnation of those who do not comply with what Rose
2007) terms the conditions of bio-citizenship. At its most basic
evel, such discourse can be distiller to the premise that individuals
ho do not care for their own bodies hold no legitimate claim on
tate-ﬁnanced care for their bodies.
Those who inject drugs are particularly likely to become cast
s villains within such discourse not only because track marks
ake their noncompliance visible but also because the association
etween injecting and blood borne pathogens positions them as
ulpable for the transmission of disease to other more responsible
nd deserving citizens. As one of the participants in this research
tated, “You can snort it, swallow it or smoke it; but if you put
 needle in your arm, you’re no good.” Personal interviews con-
ucted for this project as well as the focus groups described in this
rticle repeatedly demonstrated the weight of labelling users feel
ith respect to being cast as the carriers of disease.
The combination of the disease carrier label and the neoliberal
redilection to blame individuals positions those who inject drugs
s outcasts or “others” undeserving of the compassion and care
ccorded deserving citizens. Again, directly quoting one of the nat-
ral helpers involved in this research, “Like I swear to God they
hink that I got a disease that they could catch through the air. . .
hey make me  feel right dirty, ya know what I mean?” Within such
 context, harm reduction is likely to be supported, if at all, in a form
hat focuses primarily if not exclusively on curtailing the spread of
isease.
Under such conditions, those positioned as informal caregivers
ithin communities of injection drug use may  ﬁnd themselves
ttempting to ﬁll the void created by disenfranchisement from the
ormal health care system. As described in this article, some of
hose who act as secondary distributors for the needle exchange are
eferred to as doc. In their efforts to keep users alive, their practices
f informal doctoring extend far beyond their ofﬁcially sanctioned
oles of disseminating sterile syringes and safe injection informa-
ion. They reluctantly inject those who are unable to safely inject
hemselves, lance and care for abscesses, save and share antibi-
tics and other drugs, act as councillors, encourage withdrawal if
ossible, and offer temporary housing.
Such informal doctoring is likely to place those who perform
uch roles in untenable positions, caught between users active
esistance to the dictates of self-care and larger social discourse
hat condemns such dissidents to the position of the wilful “other”
nderserving of rights of citizenship. Contrary to natural helpers
escriptions of attempting to dissuade new users from starting
nd/or assisting more lengthy users in ceasing injecting, encounters
ith police, health professional, neighbours and child protection
orkers often position anyone who injects as the cause of “the drug
roblem”. The same individual who was referred to as “doc” by
ther users indicated that to the larger community he was “Charles
anson”. Some of the most striking no- win scenarios arise when
verdoses occur. Because of the legal sanctions associated with
rug use, no one wants to make the call for emergency services.
hen natural helpers assume such responsibly, they do so withhe knowledge that this is a thankless practice. Not only do users
esist because they do not want to have their high interrupted or are
fraid of police particularly but also the response of health service
rofessionals is likely to be at best grudgingly performed.f Drug Policy 26 (2015) 492–500 499
Ironically, the moralistic discourse that distances those who
inject drugs from formal care because they are considered to be
unnecessarily straining health care resources may  be doing more to
increase than decrease such demands. Remedies undertaken in the
absence of professional care may  be ineffective or even exacerbate
original problems. Whether it be overdoses, abscesses, or a myriad
of other problems, the presenting condition is more often than not
made worse because users delay seeking professional help until
they feel they have absolutely no alternative. Restricted access to
replacement programs such as methadone maintenance also may
increase the desperation that participants in this project indicate is
associated with providing drugs to individuals who have not pre-
viously injected. Furthermore, the sharing of medications such as
antibiotics poses serious future health issues. Hence, the forms of
“othering” related discourse that position those who inject drugs
as undeserving of the services of the welfare state are likely to have
reverberating effects that adversely impact not only users them-
selves and the natural helpers who  attempt to care for them but
also the larger population.
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